A 67-year-old lady presented with a 2-week history of increasing dyspnea. She had a past history of metastatic renal cell carcinoma treated by radical nephrectomy 3 months previously. On examination she was dyspnoeic at rest, hypotensive (90/50 mmHg) and was noted to have a significant pulsus paradoxus with a drop in systolic pressure of 20 mmHg on inspiration. Her venous pressure was only mildly elevated and she had a soft systolic murmur. Her admission 12-lead ECG revealed sinus rhythm and chest X-ray showed mild cardiomegaly with no evidence of pulmonary oedema. A non-gated CT pulmonary angiogram excluded pulmonary emboli but revealed a moderate pericardial effusion with a tumour arising from the inter-ventricular septum lying within both ventricles. A putative diagnosis of cardiac tamponade was made and an urgent transthoracic echocardiogram showed a pericardial effusion, but no features of cardiac tamponade. The left ventricular tumour was seen to be mobile and causing intermittent obstruction of the left ventricular outflow tract with respiration (Figs. 1e2) ; 
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Cardiac paradox is commonly seen in patients with tamponade but unusual causes of paradox, such as intra-cardiac masses, need to be considered especially in patients with metastatic neoplastic disorders. 
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